[Early diagnosis and selection of operative approach for acoustic neuroma (author's transl)].
The recent advances of various diagnostic procedures made possible to detect intracanalicular neuroma in early stage. The operative results have been also greatly improved by transtemporal approach using surgical microscope and dental burr. In addition, the revised suboccipital approach contributed to obtain better operative results. Reviewing our clinical experiences with 15 cases operated from May 1969 to December 1971, appropriate combination of applicable diagnostic procedures and selection of operative method are discussed. Multiple audiologic examinations consisting of pure tone audiometry, speech discrimination, Békésy audiometry, alternate binaural loudness balance test, tone decay and uncomfortable lebel were performed in 11 cases. 9 of these cases manifested retrocochlear type of hearing loss. Spontaneous nystagmus and induced nystagmus, together with balance test, were evaluated for vestibular function. Bithermal caloric test disclosed unilateral canal paresis in all cases. In 13 cases, spontaneous nystagmus was observed. Analysis of optokinetic nystagmus using electronystagmography suggested tumor invasion to the brain stem and cerebellum. Tomography of the internal auditory canal showed abnormal findings in all cases. Cisternography with 2 ml of myodil was performed in 7 cases, all of which were diagnosed definitely by filling defect. Angiography showed abnormal vascular displacement with the tumor of size exceeding 3 cm in diameter. Translabyrinthine approach was performed in 5 cases. Suboccipital approach was applied in 6 cases. Combined approach of these two routes was used in 4 cases. 11 patients returned to their original work postoperatively. To obtain the correct diagnosis of acoustic neuroma in early stage, multiple audiologic examination are indispensable together with detailed vestibular function tests when the unilateral sensory neural hearing loss is suspected. Tomography of the internal auditory canal is also advisable as routine roentonologic study. If the clinical sign is confined to the 8th nerve only, myodil cisternography is useful, however, angiography is reliable in more advanced cases. When the tumor size is below 2 cm and signs of the spread to the brain stem, cerebellum or lower cranial nerves are lacking, translabyrinthine approach is indicated. Suboccipital approach is advisable for more advanced cases or undefinitive cases. Planning of combined approach of both routes is seemed to be not necessary in any case from our experience.